"How long does it usually take for an inquiry's recommendation to be implemented?"
Post-inquiry: the missing link
The conduct of investigations following serious mental health, child and domestic violence incidents has been the subject of extensive national guidance and research.
However, nowhere is there any focus on the process by which recommendations arising from such investigations should be followed through to implementation. This is the missing link in the chain which should exist between the incident, the investigation and the lessons learned.
It is widely assumed this does not need to be specifically addressed and it may be asserted that implementation is essentially a management responsibility for local services. But we argue that whether the post-inquiry stage is conducted by the independent inquiry or by local commissioners of services, this should be approached in an impartial, structured way. There should be an understanding of the way particular recommendations need to be approached in order to oversee their implementation. There should be guiding principles.
Principles of inquiry follow-up
In order to open debate in this important area we offer our observations on this post-Inquiry stage. These can be considered as a set of principles which may be applicable to other types of independent inquiry in the health and social care sector. They are:
1. Evidence: Whether or not recommendations have been implemented should be established by means of evidence-based review.
Independence:
The extent of implementation should be determined by independent, objective scrutiny, ideally by the independent inquiry chair and panel. Commissioning bodies should not leave provider organisations to be final arbiters of their own progress with recommendations.
3. Accountability: Independent review reports should be written and report-back should be to the families concerned in private and to the commissioning body in public, notably for the latter to fulfil its duties of direct accountability and openness.
Full implementation of recommendations:
It should be assumed that all recommendations are to be implemented, whether at an agency, local or national level. If it is decided that a recommendation will not or cannot be implemented, for example, because an organisational structure no longer exists or funding for it is unavailable, the reason for that decision should be made clear. This is especially important where there are potentially controversial reasons for non-implementation.
Planned review of implementation:
A structured plan for review of implementation of recommendations should be agreed between the independent reviewer, the commissioner and provider of services. This should be more than an action-plan. As a blueprint for change, it should try to be comprehensible to service users, carers, victims and other people with legitimate personal interests. It should be made public and it should be up-dated periodically, for example after six months or a year. The implementation plan may include the dates of meetings to discuss progress, prioritisation and re-evaluation of recommendations, decisions on the evidence required to decide upon implementation and what will constitute full or sufficient implementation. It should specify the realistic outcomes sought and who will be involved in the process of achieving them. Consideration should be given to inclusion of service user and carer groups' representatives, along with any local ethnic or other community representation if relevant to implementation of the recommendations.
No blame:
The implementation plan should state that the review is a constructive phase, with a focus upon improvement and provision of safe services rather than upon failure or blame.
7.
Completion: An independent inquiry should not be considered completed and its lessons learnt until its recommendations have either been fully implemented or reached a satisfactory stage of completion, as decided by commissioners and independent reviewer. The reasons for the decision should be made public. There should be an agreed cut-off point for the independent review process with planned handover of remaining recommendations to other local independent bodies for scrutiny.
Types of recommendation
From the MN Inquiry it was possible to discern distinct types of recommendation.
Identifying the type will help to ensure problems are anticipated, implementation managed effectively and expectations realistic. We suggest that the following may be equally applicable across different organisations with different types of inquiry, investigation and review. Starting with the simplest and quickest type of recommendation:
1. Practical: At the simplest level are recommendations which require straightforward practical implementation. These responses to a major incident may be very obvious and may sometimes have been dealt with well before any independent inquiry.
2. Commitment: Recommendations may be framed in terms of commitment to a specific service improvement. For example, a commitment to involve service users and carers. Such recommendations may seem easily satisfied by means of publicity or a new post. Unfortunately however, it cannot be assumed commitment will lead to an improvement of standards. For that to be achieved, a commitment recommendation might need to be re-framed as a policy or professional practice recommendation.
3. Policy and procedural: At a more complex level are those recommendations which require the drafting and adoption of a revised operational policy or procedure. At its simplest, a recommendation could be considered implemented once the policy is published. If that is the intention, it should be made clear. It is more likely that the intention of the recommendation, even if not explicit, is that the policy will become operational. Otherwise, it will remain only a hope or expectation. There should be an early agreement on what will constitute implementation and how that will be determined. Audit is likely to provide the key evidence needed.
Professional practice:
Sometimes the clear intention -implicit or explicit -of a recommendation is that standards of professional practice should be improved. It may be intended this will flow from a revised policy, for example on risk assessment, going beyond a simple change in procedure or protocol. Professional practice recommendations may require:
• Examination of records in order to support claims that supervision and training are taking place
• Audit and performance management using validated operational data over a period of years in order to capture evidence of professional standards and sustained improvement in good practice
There are potential pitfalls to the use of audit. It may not be easy to find the standards and key performance indicators that will properly measure the improvements sought and then there is the question of their interpretation. It may be unrealistic to expect 100 per cent compliance with a service standard based upon professional judgement. But what degree of compliance is acceptable -95 per cent, 75 per cent, 55 per cent or less? This will need to be determined.
Since the ultimate goal is a high professional standard, internalised and fully embedded in practice, professional practice recommendations are the most difficult to implement and may take time to complete. The higher the standard set or more extensive the change required, the longer one might have to wait. Implementation may need to be seen as an incremental process.
Major organisational change:
Recommendations may at times demand large-scale change, either within the organisation or in partnership with other organisations. There may be complex contractual arrangements, funding, legal and political issues. Protracted negotiations may be necessary. Slow progress with major organisational change recommendations is to be expected.
6. Commissioning: These are further removed from front line changes in service provision but may be fundamental to lasting implementation of recommendations. Failures of communication across organisational boundaries are frequently cited in inquiries. Implementation planning may need to involve several commissioning bodies.
7. National: It may become apparent during an independent inquiry that a finding has national implications. The recommendations can feed into existing consultative structures or national research on specific topics. Alternatively, an inquiry can take the initiative and hold a national seminar of experts. Publicity may already have produced national concerns. The implementation of such large-scale recommendations will commonly require tenacity, the involvement of a number of agencies and support of the commissioning body.
8. Common theme: These arise when it is clear from other inquiries that a shared problem is particularly intractable. Mental health Trusts and Strategic Health Authorities are increasingly gathering information from their local investigations for the purpose of identifying themes. Nationally, that is also the trend. Whilst this is constructive, it is important to ensure that individual local recommendations are not forgotten. The various approaches should not be mutually exclusive.
Implementing the recommendations
How might the above work in practice?
During the twenty-one months of the post-MN Inquiry phase, we met on seven occasions with an 'MN Steering Group' set up by the Strategic Health Authority with representation by the Trust at medical director and nursing director level, PCT, local authority and with local service user and carer groups. We met on one occasion with the agencies responsible for implementing the national recommendations. We also received a great deal of evidence including new policies, training material and the results of audit and performance management using key performance indicators.
Were the MN recommendations implemented?
One straightforward practical recommendation had been implemented before the report was published. There were two commitment recommendations and both were completed insofar as there was undoubted commitment. Five of the recommendations required a revised or new policy, with three of these audited and two completed. Only two out of eleven professional practice recommendations were completed, though eight had been subject to audit or performance management and in most cases implementation was described by the inquiry in terms such as 'on its way to completion' or 'not completed but we are confident it is being pursued'. Out of four organisational change recommendations, none were in place when the inquiry ceased to exist but one was expected to be implemented within six months and another within two years. Three commissioning recommendations were made and although none reached the stage of completion all were in progress. Following a national seminar of experts a number of national recommendations were made which were taken into account in new national guidance. MN had been the third local independent inquiry to identify insufficient support for carers and inadequate care planning, the identification of these themes lending weight to the implementation of the MN local and national recommendations.
The MN Inquiry exposed the process of implementation to public scrutiny in a rare way. Before it finally withdrew, plans were made for handover of each incomplete recommendation to local bodies for independent oversight. We satisfied ourselves there would continue to be report-back on progress to the Strategic Health Authority in public session and were reassured that the families would continue to have an opportunity to express their views.
Follow-up by independent inquiry, investigation or review team
There is a risk of institutionalising the follow-up process by incorporating it into an organisation's internal action-planning structure. In our experience, follow-up by an independent inquiry can have several unique advantages:
• Public accountability: When a duty to undertake an effective investigation arises under Article 2 of the European Convention of Human Rights, there must be a sufficient element of public scrutiny of the investigation or its results to secure accountability 6 . Even when Article 2 is not engaged, it is reasonable to expect that weaknesses identified by an official investigation will be rectified. An independent inquiry can dispassionately represent and pursue the wider public and victim's interests in ensuring that recommendations are implemented. It can if necessary expose the workings of the organisations concerned to public scrutiny thus providing authoritative credibility to the process of accountability. Pressure exerted by an inquiry, along with families of the victim and perpetrator of the homicide, can ensure that the Strategic Health Authority becomes more truly accountable for the learning of lessons.
• Familiarity with the recommendations: Having identified the failures and made the recommendations, an independent inquiry knows exactly why each recommendation is necessary and what changes are needed. It is therefore well-placed to decide when and if learning has taken place, whether satisfactory progress has been made towards that goal or more evidence is needed and can write a recommendation review report linked directly to their original inquiry report.
There is the added advantage that if an inquiry team expects to carry out the follow-up, it is likely to write thoughtful, constructive recommendations based on ownership of them.
• Objectivity and impartiality: The public look to independent inquiries and place their trust in them. That same confidence is needed for the follow-up, with independent inquiries able to review progress objectively, based on evidence.
• Continuity and momentum: Staff and organisational change can hamper implementation of recommendations. But the independent inquiry can provide continuity, maintaining interest in the implementation process through meetings and review reports. Our feedback suggests this was a constructive experience for those participating in the MN Inquiry implementation phase, welcomed by commissioners, providers and the families of the victim and perpetrator.
Of course it might be the case that an inquiry team is not able or does not wish to carry on through to the follow-up stage. It may be that commissioners do not consider it appropriate. And it is not unusual to find there are several investigations under way in one Strategic Health Authority area, which might benefit from shared review of some recommendations. Where there is the problem of potential duplication or overkill or a very real need to consider budgetary restrictions, some of the advantages of independent inquiry follow-up could still be gained by inclusion of members of inquiry teams on more broadly-based commissioner-led implementation teams. Or arrangements could be made for one-off opinions from the inquiry team. In some cases one major follow-up from an investigation might be more effective than too many, taking over several recommendations from others.
However it is achieved, each inquiry should have an objective, evidence-based post-investigation phase which should always be considered part of the whole inquiry process, with the goal of learning lessons from that inquiry.
The seven principles distilled from the MN Inquiry and described above should be applied even if the independent inquiry is not involved and follow-up is conducted entirely by local commissioners, whether that is a Strategic Health Authority, Primary Care Trust, Local Safeguarding Children's Board or new local domestic homicide review commissioning bodies (see below).
Lack of research and guidance on implementation of recommendations
There is a widespread view that lessons will naturally be learnt from a thorough investigation, review or inquiry in the health and social care services. Learning, it is assumed, will somehow occur, whether prompted by the shock of an incident, the investigation itself, publicity, dissemination of recommendations or by unseen provider services' responses. Below, we review approaches towards the learning of lessons as they have developed since 1994. In the context of one article we cannot cover this extremely interesting area in depth. It is unusual to cross boundaries and bring together investigation in the areas of mental health, children and domestic violence. In doing so, we have found it is striking that whatever the setting and however the investigation is carried out, there are broadly similar approaches -a point to which we return at the end of this section. 
Early recognition of the value of inquiry follow-up

Learning lessons in the NHS
Across health services generally, the problem of learning lessons from untoward incidents was causing much scratching of heads. 
Mental health investigations
In an effort to ensure that recommendations are formulated in a workable way, TSO, 2006 However, there is no structured post-review process to check on the implementation of recommendations.
The following three serious case review studies (i) reveal an absence of information on implementation of recommendations, (ii) show how difficult it is to obtain data on this subject, and (iii) indicate how few families are involved in reviews:
• It was impossible to know whether outcomes had actually been achieved. Astonishingly, the author was not always named in the report. In addition, there had been a fundamental reorganisation of children's services and social care inspection services and it proved difficult to track down the authors who were named. Some reports were incomplete or missing action plans and the authors make it clear that the 40 reports obtained 'should not, therefore, be viewed as a representative sample'.
• In a later study, Analysing Child Deaths and Serious Injury through Abuse and Neglect: what can we learn?: a biennial analysis of serious case reviews [2003] [2004] [2005] 23 , a full sample of 161 reports were used with an intensive sample of 47 reports. Repeating previous findings, in only 9 out of the 47 cases were families involved in serious case reviews. This report, again, did not reflect upon the means by which recommendations could be implemented.
All in all, this reveals that once serious case reviews have been written it is difficult to establish what happens to the recommendations, let alone whether lessons have been learnt. With no independent oversight of implementation, lack of family involvement in most reviews and no suggestion of accountability to the families concerned (even though they may be potential victims of service failure)
there is no external check on the outcomes 24 . Thus, each new serious case review will never know whether there has been implementation of any preceding review recommendations.
The need to learn lessons from earlier inquiries and the importance of independence and accountability of reviewing panels have again become salient in the recent case of Baby P. We argue that the adoption of the principles we have outlined above might help to prevent such a tragedy in the future.
Domestic homicide reviews
Serious case reviews may provide the model for a different form of deaths investigation. Section 9 (1) of the Domestic Violence, Crime and Victims Act 2004 will, when implemented, place a statutory duty upon local bodies to establish a domestic homicide review when it appears that death of an individual over the age of 16 has resulted from violence, abuse or neglect by a person to whom the individual was related or in an intimate personal relationship or sharing the same household, 'with a view to identifying the lessons to be learnt from the death 25 '.
Currently, police carry out their own investigations of such incidents by means of local Domestic Violence Murder Panels/Forums. Belgium, Canada, England, Germany, Ireland, Israel, Jordan, New Zealand, Northern Ireland, Norway, Scotland, South Africa, Switzerland, US and Wales. 25 Guidance on the management and structure of domestic homicide reviews is awaited to coincide with implementation of Section 9 (1) of the Domestic Violence, Crime and Victims Act 2004.
Domestic homicide reviews will occupy a middle ground, having features of child care serious case reviews and mental health homicide investigations. Where there is a history of mental illness, it is envisaged that the need for a domestic homicide review will usually be satisfied by a mental health homicide investigation.
Whatever the shape of the new domestic homicide review guidance, this is an opportunity to bear in mind the difficulties associated with serious case reviews and ensure independent review reports are produced with feedback to victims, families and the perpetrator. That process will be incomplete without a structured, independent post-review process, with appropriate accountability to families, to ensure outcomes can be tracked in order to establish whether or not lessons really have been learnt.
Inquiries, investigations and reviews
The reader might by now have wondered whether there is any difference between a review, an investigation and an inquiry. To the extent that each makes recommendations with a view to improving services, there is no difference between them. Non-statutory independent mental health homicide inquiries may have features of statutory inquiries, but are now being renamed investigations, as illustrated by the recently published National Patient Safety Agency guidance, above. Procedure, in the form of taking evidence, is likely to be little changed, but there will be an additional emphasis upon examination of that evidence by means of root cause analysis. However, root cause analysis does not provide guidance as to the implementation of recommendations.
Child care serious case reviews and domestic homicide reviews are investigations by another name though they may not take oral evidence. They make findings and produce recommendations intended to improve practice, but do not review and publish reports on progress with implementation of recommendations.
Whatever their differences, inquiries, investigations and reviews establish by means of evidence what went wrong with services and make recommendations intended to improve those services. All frame their objectives in terms of learning lessons. This commonality of purpose suggests that a systemised approach to implementation of recommendations would be capable of broad application.
Conclusions
There is a public interest in the learning of lessons from incidents of death or near-death where a duty of care may be owed by public services.
We do not address the many critics and criticism of inquiries here. It is true that hindsight bias can distort perception of risks resulting in recommendations which do not properly arise from the evidence. Some findings and recommendations have been repeated again and again, suggesting inquiries have proved unsuccessful in bringing about change. Cynics suggest it is the investigative process rather than the outcome which is important, satisfying a public need for explanation, apportionment of blame, sensemaking 30 The plain fact is that independent inquiries, investigations and reviews still take place. Much is invested in them, financially, organisationally, and often emotionally. And they always produce recommendations, each crafted in the hope that they will be implemented and lessons learnt. We therefore make the straightforward assumption that the function of recommendations is to be implemented.
For the purpose of this article, we do not comment on the content of recommendations. Guidelines for improvement of inquiry, investigation and review procedure already focus on this. Nor do we question the desirability of gathering data from recommendations in order to identify local and national themes. Our concern is more immediate. It is to ensure the implementation of recommendations -the missing link in the chain between the incident, the investigation and the lessons learnt.
Currently, there are three problems.
• Lack of basic data: No-one knows how many recommendations made by countless independent inquiries, investigations and reviews have been implemented in health and social care in England.
• Lack of standards: There are no standards on implementation, no expectations and no body of data for the purpose of comparison. When the victim's family asked "How long does it usually take for an inquiry's recommendation to be implemented?" we could not provide an answer because there is none. • Lack of guidance: There is no guidance on how the NHS, children's services or multi-agency domestic violence services will ensure recommendations are implemented. There is no model of good practice for this, nor have any factors been identified which might assist or impede progress.
We offer a starting point. Our suggested approach -based on principles and types of recommendationis unique in that it is capable of application across child deaths, mental health homicides, domestic homicide reviews and where investigations following near-fatal injury and suicide raise public interest concerns.
